Background: Nursing home residents are frequently sent to hospital for diagnostic tests or to receive acute health care services. These transfers are both costly and for some, associated with increased risks. Although improved technology allows long-term care facilities to deliver more complex health care on site, if this is to become a trend then residents and family members must see the value of such care. This qualitative study examined resident and family member perspectives on in situ care for pneumonia.
Background
The demand for long-term care in facilities is increasing in response to changing demographics and social values. As of 2000, an estimated 46 percent of Americans 65 years old will spend time in a nursing home before they die. By 2020, the total number of older adults using nursing home care in the United States is expected to more than double [1] .
The functional dependence and clinical complexity of health problems that long-term care facility (LTCF) residents have are also increasing. In 1997, the United States' National Nursing Home Survey found that 75% of elderly nursing home residents needed help with three or more activities of daily living (bathing, dressing, eating, transfer from bed to chair, toileting), and that 44% had difficulty with both bowel and bladder continence [2] . Although many LTCF residents are currently transferred to hospital for diagnostic tests or to receive acute medical services, fiscal pressures, improved technology, and complications associated with hospitalization suggest that more medical care should be provided in nursing homes.
Pneumonia and other lower respiratory tract infections (LRIs) are a major cause of morbidity and mortality among nursing home residents. They are also the leading reason for their hospitalization. One Canadian study found that nearly one-third of all LTCF residents with pneumonia were hospitalized [3] . Recent research suggests that residents with pneumonia at a low-to mediumlevel mortality risk may be managed safely in a LTCF for less cost [4, 5] .
Some researchers have argued that the provision of health care cannot be decontextualized from the environment in which it is provided. As such, the locus of care is an important issue. There are also a variety of perspectives to understand in relation to this issue -specifically that of older adults, their families, friends, and health care providers [6] . Although the decision about where and when LTCF residents should receive care is no longer solely in their control, it is important to understand their preferences for care.
Few studies have examined the care preferences of LTCF residents and their families and most of this work has been done with the use of surveys to assess the views of well people in response to hypothetical situations. Two such studies have found that nursing home residents generally prefer hospital-based care [7, 8] . Kleinman [9] , however, suggests that generic models of health-related behaviors are very different from responses to specific illness episodes experienced by a person, and that the latter are essential to understanding help-seeking behaviors for sickness. The objective of this study was to learn if LTCF care for pneumonia is consistent with resident and family preferences using a qualitative descriptive study design.
Methods
This study was part of a multi-centred randomized controlled clinical trial that tested the effectiveness and utility of using a protocol for treating nursing home-acquired pneumonia. The protocol listed signs and symptoms of pneumonia and directed staff to follow a treatment pathway that included criteria for deciding the appropriate locus of care (LTCF vs. hospital). Twenty nursing homes in southern Ontario were matched by size and one member in each pair was randomly allocated to use the clinical pathway. The other facility continued to follow normal care practices to diagnose and treat pneumonia. From November 2003 to June 2004, research nurses approached primary decision makers (residents or family members of residents who were deemed incapable of making informed decisions regarding their care) to participate in the qualitative study.
Sampling and recruitment
Inclusion and exclusion criteria for the clinical trial are summarized in Table 1 . After 30 days of follow up in the clinical trial study, residents with pneumonia and family members were invited by a clinical trial study nurse to participate in the qualitative study. Our aim was to enrol information-rich participants, or people who can best describe the experience under study (purposeful sampling) [10] . As a result, study nurses were asked to only invite residents they deemed capable of remembering and discussing care provided for a recent case of pneumonia (residents), or family members who were most directly involved in decision-making for residents unable to speak about their own care. Residents and family members who indicated they were willing to participate in this study gave consent to have their names released to the researcher (SCC) who then explained the study to them prior to obtaining informed consent. Although our goal was to recruit individuals until saturation of the main themes was achieved, we were limited by the number of eligible participants enrolled in the clinical trial during the data collection period. However, a strong consensus among participants' views on the major topics raised during data collection was achieved.
Data collection
Data were collected by the researcher (SCC) in one-time, individual, semi-structured interviews with residents (n = 6) and family members (n = 8). All of the resident inter- views were performed in one of four nursing homes. Family member interviews were performed in nursing homes, at coffee shops, or by telephone. Interviews lasted between 20 and 90 minutes, depending on the participants' ability to express themselves. All but one interview was tape recorded and transcribed verbatim for accuracy. Data were collected in the one non-taped interview by extensive note taking during and immediately after the interview. Interviews focused on four themes: participants' experience with a recent case of pneumonia, preferred locus of care for pneumonia (hospital or nursing home), perceived differences between LTCF-and hospitalbased care, and what constitutes 'good care'. Preliminary analysis of the first four transcripts revealed an important but unanticipated theme: participants' desired involvement in treatment decision-making. This topic was therefore included in subsequent interviews. The interview guides for the resident and family member interviews were similar. The only differences were that resident interviews probed for more information about the actual care that residents received, and family member interviews addressed both family members' actual preferences as well as their views on the preferences and experiences of the residents they spoke about (See Table 2 for the final version of the resident interview guide).
Rigour and credibility
Numerous steps were taken to ensure that the findings were faithful to the participants' descriptions and interpretations (credible), and that the research process could be followed by another researcher (rigorous). All interviews were conducted by the same person (SCC) to ensure continuity across interviews (reduce bias). Following the recommendations of Miller and Crabtree [11] , the researcher made reflective journal entries throughout the study. Two types of triangulation were used in this study. Data were collected from both LTCF residents and from residents' family members (multiple sources of data), and two researchers independently coded transcripts and compared their findings (multiple researchers). A third researcher, with extensive clinical and research experience, was consulted at all stages of the study (peer review).
Ethical considerations
Informed consent was received from all participants prior to conducting an interview. Individuals were assured that their care would not be affected in any way by their decision about participating in the study. None of the study nurses or researchers worked for a nursing home enrolled in the study, and did not provide care outside of the study. This study was approved by the research ethics board at St Joseph's Hospital in Hamilton, Ontario, Canada.
Data analysis
Following standard practice, audiotapes produced during each interview were transformed into verbatim written accounts (transcripts) by a professional typist. The researcher (SCC) then compared the written and audiotaped versions of each interview in order to correct transcription errors. Data from earlier transcripts were analyzed concurrently with ongoing data collection [10, 12] in order to ensure that emerging themes could be further pursued in later interviews. Analysis followed a five-phase process [12] . In phase one (description), transcripts were read in their entirety without coding the data and reflexive journaling was used to gain an overview or overall sense of the views of study participants. Phases two and three (organizing and connecting data) involved more detailed transcript review to identify key phrases and words, and then pattern coding [13] or clustering them into themes, followed by data reduction and linking across clusters. In phase four (corroborating/legitimating), two researchers (SCC & LL) individually coded the transcripts and compared their findings to reach consensus about disconfirming evidence and alternative explanations. Phase five (representing the account) involved highlighting results with supporting quotes (linking findings to the data), and interpreting the findings in light of relevant literature.
Presenting results
Following standard procedures for reporting interview data [14] , exemplars, or typical statements made by participants, are presented initalics to support conclusions drawn by the researchers. The views of LTCF residents and family members are presented separately to aid comparisons across these two groups in the discussion section of this paper. Participants are identified by a letter ("R" = resident, "FM" = family member") and a number based on the sequence in which interviews were conducted. For example, "R4" is the fourth resident we interviewed. Minimal editing was done to preserve authenticity while ensuring readability [15] . Ellipses (...) were used where irrelevant information was deleted from a quote. Where necessary, clarifying information was added to a participant's words in square brackets ([ ]).
Results

Participants
Participants included six residents and eight family members. All of the residents were females between the ages of 76 and 93 years (mean age = 84 years). Residents varied greatly in their functional status, as measured by a modified-Barthel Index used to rate status on 10 daily functions for a summary score that ranges from 0 (full dependence) to 20 (full independence) points. Four of the residents were extremely dependent (Barthel Index < 10, range: 0 to 9) and two were moderately independent (Barthel Index 10-20). Two residents had been hospitalized for pneumonia while enrolled in the clinical trial. Half of the family members were female (2 wives and 2 daughters or daughters-in-law) and the other four were sons of LTCF residents. The seven residents they spoke about (5 of them female) ranged in age from 84 to 96 years (mean age = 91 years) and scored very low on the Barthel Index (0-12).
One of the residents they spoke about had been hospitalized for pneumonia and died upon return to the LTCF. All the participants were recruited from five nursing homes (2 for-profit, 3 not-for-profit) with 100-250 beds (see Table  3 for a summary of participant characteristics).
Participants readily spoke about the four topics raised in the interviews. Both residents and family members preferred that care be provided in the nursing home (when possible), although for slightly different reasons. They also had different views on how decisions about locus of care should be made.
Preferred locus of care
Both residents and family members largely preferred that pneumonia be treated in the nursing home. This appears to be a function of both their beliefs about pneumonia and how they define good care. Both groups of participants believed that hospital care is clearly necessary for some conditions (e.g. fainting, broken bones, operations, and heart problems) but not for pneumonia ( Residents: Although all residents in the study had been diagnosed with pneumonia or a LRI, and two of them had even been hospitalized for this condition, they were generally not very concerned by such a diagnosis. Some residents referred to their illness simply as a 'cold' or the 'flu' and seemed to have had trouble believing it was pneumonia ( Family members: Family members were more concerned than residents about the diagnosis of pneumonia, recognizing that it could be a serious illness in the elderly. 
Discussion
Understanding resident and family member preferences about care is an essential ingredient to increasing satisfaction with care [16] . In this study on nursing homeacquired pneumonia, we captured the voices of both residents who were capable of making their own decisions in regards to their care and of family members speaking on behalf of residents who were incapable of expressing themselves. Both of these groups preferred that care be provided in the nursing home, although family members were more open to the idea of providing residents with hospital-based care. This preference is based on both their beliefs about pneumonia (not a health problem that must be cared for in hospital) and their assessment of 'good care'. For both groups of study participants, comfort and personalized care were the two most important components of care and were perceived as being more available in LTCFs.
Regarding treatment decision-making, family members believed that their preferences are regularly taken into account by LTCF staff, although many reported they would most likely take staff recommendations. Residents, on the other hand, felt that doctors should make treatment decisions, including locus of care. They were also much more hesitant than family members to express treatment preferences or criticize their care.
Other studies that have investigated resident preferences for care (such as [7] and [8] ) have found a greater preference for hospital care. One plausible explanation for the discrepancy between the study findings may be that people tend to respond differently to questions about preferred locus of care if they are asked about hypothetical versus actual situations.
The role of the nursing home or LTCF is another factor that should be taken into account when developing programs to ensure patient-or resident-centred care. In response to the recent economic restructuring of health services in Canada, as well as changes in social values and demographic patterns, increasing numbers of older adults will receive care in a LTCF rather than in their own or a family member's home. In essence, these facilities will serve as both a person's home and a place where serious health care needs are met. The results of this study suggest that nursing home residents' values and beliefs about pneumonia do not elicit a strong desire for care in what Kleinman [9] refers to as the professional sector (hospital), but rather that they focus on the more personalized aspects of care that are traditionally associated with the popular sector (i.e. family and home). In LTCFs, where residents are personally known by staff and volunteers, the more personalized aspects of care, as well as biomedically appropriate treatments, are often available. This means that both disease-and illness-related changes in residents can be addressed when in situ care is provided. This was important for even those family members who indicated that an older person with pneumonia may receive better medical care in hospital.
There has been increased interest in measuring nursing home residents' satisfaction with care through surveys. However, little research has focused on understanding the reasons why residents prefer certain aspects of care or where such care is provided. Bowers et al. [18] , in a qualitative study on nursing home residents' definition of quality care, identified three key components of care: careas-service (instrumental aspects of care, such as how well, how quickly, and how consistently staff work is done), care-as-relating (affective aspects of care, such as staff-resident relationships and indications of affection), and careas-comfort (whatever maintains or improves residents' physical comfort). In our study, residents' examples of good care included the two latter components, and family members discussed all three of them.
One possible reason why residents did not include instrumental aspects of care when discussing 'good care' could be their reluctance to criticize physicians. Family members, on the other hand, often assume the role of 'watchdog' for their loved ones, identifying and addressing problems with staff and facility administrators. Another reason may be that Bowers et al. focused on nursing home care in general, rather than on care for a specific health problem. It may be that people may evaluate normal, dayto-day care, such as the provision of meals and medications, differently than care received when they are ill. Our findings suggest that for acute care in the nursing home, residents may value comfort and caring related to their illness experience more strongly than the technical aspects of care that are more often associated with disease and hospital-based care.
A greater understanding of residents' and family members' preferences and satisfaction with treatment is crucial to developing viable models of resident-centred care. It may also play a vital role in enhancing resident cooperation with care plans, thereby improving health outcomes [19] . It is important, however, to make a clear distinction between individuals' preferences for locus of care and the level of involvement they want to have in treatment decision-making. Our findings, and those of O'Brien and colleagues [9] , suggest that despite having specific treatment preferences, the majority of nursing home residents believe that doctors should make important treatment decisions. However, residents who do not want to play an active decision-making role may still want doctors to consider their preferences when faced with choices about their care [20] .
Our findings are consistent with the literature in which older patients have been consistently shown to want less information and take a less active role in the treatment decision-making process [21] [22] [23] . In this study, we also found that residents were more hesitant to express their care preferences to physicians than family members. This may be related to their reluctance to criticize care (also noted in other studies; cf. [24] and [25] ), or possibly the inability to evaluate their own care [25] . It may also be due to the role that family (informal) caregivers fill, which is to advocate on behalf of their loved ones in acute and long-term care facilities.
It is important to note that in the LTCF setting, research and patient-centred models acknowledge the pivotal role that family members play in decision-making and quality assessments. This research suggests that residents and family members may differ in their evaluations of care and their preferences for involvement in the decisionmaking process. Consequently, providing residentfocused care will require the understanding of both perspectives, particularly among people responding to actual illness episodes.
There are several limitations of this study. Although it is important to capture the voices of nursing home residents, interviewing residents can be challenging. Residents often have trouble expressing themselves and providing in-depth explanations, two key components of qualitative research. In some cases, residents conflate illness episodes over their lifetimes, making it hard to identify the specific context of their descriptions. Because of the limited number of participants and the cross-sectional nature of the study, we were not able to identify important variables that may influence resident or family member perspectives on care and determine if or how they change over the course of an illness. Our findings may be limited by the fact that no male nursing home residents were interviewed. However, it should be remembered that nursing home residents are mostly women. In the clinical trial from which residents were selected, 70% of the participants were female. This is similar to American profiles of nursing home residents where the ratio of women to men is approximately 3 to 1 [26] . Lastly, our study focused specifically on the views of residents and family members that were the primary decision makers in a resident's care decisions. The preferences of other family members and residents who cannot clearly express themselves may be different.
This study may be a good example of how qualitative studies can identify the underlying reasons for preferences around locus and type of care for older adults but not the prevalence of such views. To answer that question, quantitative surveys of larger numbers of individuals randomly selected from among LTCF residents and their families would be needed.
Building on this research, we would hope that future studies on this important topic explore the views of a broad range of residents and family members using a variety of methods, such as interviews, observation, and surveys, in order to more fully investigate factors that might influence the preferred locus of pneumonia care of residents and their family members. This includes individual factors (such as cognitive status, length of stay in the nursing home, past illness and hospital experiences) and contextual variables (such as quality of care and consistency of staff). It is also important to develop and use innovative research methodologies tailored for the nursing home setting to assess preferences for care and desired involvement in the decision-making process.
Conclusion
The findings of this study have important implications for both future practice and research on pneumonia care for nursing home residents. Our work suggests that efforts to provide more on-site care are consistent with resident and family member preferences. The provision of acute care in nursing homes may become a more widely accepted option once additional work has been done to increase public awareness of the clinical skills and resources available in that setting, and of resident and family views supporting in situ care. Nursing homes may benefit from highlighting their ability to meet both disease-and illness-related facets of care, providing both state-of-the-art medical care as well as the personal attention and comfort measures that residents and family members consistently identified with good quality care. Although we are not recommending that nursing homes base their choice for locus of pneumonia care only on stated preferences by residents, we do suggest that even those seniors who do not want to be actively involved in making treatment decisions may have strong preferences for in situ care.
